case is that the other ovary showed the same structure when cut in serial sections.
In Orthmann's case, which he styles an "adeno-fibroma cysticum carcinomatosum," the other ovary was atrophic. In spite of intimate adhesions of the growth to the intestine the patient remained well four years after the ovariotomy.
Pfannenstiel, in Veit's," Handbuch" expressed his opinion that cases published as adenoma and fibro-adenoma of the ovary belong to the carcinomata." He does not seem to have had any personal experience of these tumours and excuses himself from dealing specially with them on account of their extreme rarity.' Gynmcologists rightly attach importance to proliferation of the epithelium lining glands or cysts and covering papillomata; in the diagnosis of malignancy, and in the case of the uterine glands (except in carcinoma adenomatodes) this reliance is usually well placed. In the case of ovarian tumours, however, this proliferation is not infrequently an untrustworthy test, as in Case I, where the patient remained well for over sixteen years in spite of rupture of the cyst and the projection into the peritoneum of masses of papilloma with proliferated epithelium.
The diagnosis of malignancy in ovarian tumours is deserving of further study. I have published in the Proceedings two cases, microscopically typical soft medullary carcinoma, which, although ruptured, remained well for seven and six years after removal.'
With regard to the dense tumours considered in this paper I think there can be no doubt that the report of the Committee of the Obstetrical Society, made twentyseven years ago, that they are non-malignant adeno-fibromata, remains true, and that Pfannenstiel, Glockner and Orthmann were in error in attributing to these growths malignant characters.
Di8cussion.-Mr. T. G. STEVENS (President) said that he was familiar with this type of growth, having examined several specimens of it. In some of these tumours the appearances were very puzzling, presenting not only alveoli lined by a single layer of columnar epithelium, but also solid masses of cell-elements in a fibrous stroma. In some of the latter the appearances were very suggestive of endotheliomata, but this could not be confirmed. In other specimens suspicions of malignancy arose from histological appearances, but these suspicions were not confirmed by the clinical histories of the cases. In some of the specimens, like that of Dr. Spencer, there were large cystic spaces with pseudo-mucinous contents as well as small undilated alveoli. This he (the President) thought might indicate that these tumours were only a phase in the life-history of large multilocular pseudomucinous cystic adenomata, and he considered it was curious that the beginnings of the common cystic adenomata were seldom seen. Dr. HERBERT SPENCER (in reply) said he agreed with the President that small pseudomucinous cysts were rare; he had, however, met with one not bigger than a marble in a new-born child. He was not in favour of the suggestion that pseudo-mucinous cysts ordinarily developed from adeno-fibromata: the common pseudo-mucinous cyst was scantily supplied with fibrous tissue and the pseudo-mucin was a secretion and not a mere degeneration of cellular masses. A Contribution to the Technique of Casarean Section. By F. J. MCCANN, F.R.C.S.
ClESAREAN SECTION is an operation so frequently performed throughout the world, and is, in properly selected cases, of such benefit to the patient and her unborn child, that the technique of the operation must always demand careful scrutiny, in order that the greatest degree of perfection may be attained. In the search for the ideal operation" modifications have been suggested from time to time, mainly in the position of the uterine incision, in order to prevent rupture of the uterus in subsequent pregnancy. This accident is believed to happen in about 4 per cent. of the cases.
The frequency of rupture of the uterus after Cmsarean section has prompted obstetric surgeons to try incisions in the lower uterine segment, and this method, adopted not only on the Continent but also in Great Britain, is still on its trial. These low incisions are not, however, so satisfactory as high incisions. I have always made a high uterine incision and it is from the experience thus gained that I v-enture to advocate the method about to be described.
If the contractions of the uterine muscle be observed the contraction wave is seen advancing from the uterine cornua towards the middle line of the uterus and downwards towards the lower uterine segment. Moreover, the contraction wave is most marked in the region of the fundus, and when a sagittal fundal incision has been made the edges are firmly pressed together when the uterus contracts, whilst if the incision be made accurately in the middle line there is a corresponding diminution in the amount of blood lost. Accuracy in this regard is most important, as it is in the operation of myomectomy; for the middle line of the uterus is relatively avascular. In the Journal of Obstetrics and Gynacology, 1906, p. 160, I drew attention to the importance of a mesial incision in myomectomy in my report of the Fifteenth International Medical Congress at Lisbon. In the pregnant uterus it is still more necessary to incise in the middle line.
It was as a result of making a high uterine incision and of rapidly separating tlle placenta when it was encountered in or near the incision that I conceived the idea that by performing a sagittal fundal incision I would be enabled to remove the placenta and the fcetus contained in the unopened bag of membrane.
In June, 1922, I had an opportunity of putting my ideas to the test, through being requested to operate on a patient whom I had delivered by the Csesarean operation years previously. She was a rachitic dwarf, and was 35 years of age. She had been married for ten years and had had four pregnancies, two ending in a miscarriage. Her first labour was terminated by craniotomy, whilst a further pregnancy was terminated by induction of labour with death of the child.
She was seen by me in her fifth pregnancy and was operated on as soon as labour began. The uterus was incised through a high incision and a male child rapidly extracted. The mother made an uneventful recovery and was highly pleased to possess a living child.
Unfortunately at the age of two years the child died of broncho-pneumonia. I was again asked to see this patient in June, 1922, and found that she was again pregnant and near her full time, and that her maternal instincts were so strong that she was quite prepared to undergo a second Cwsarean section in order that she might possess a living child. This operation was accordingly performed two or three days before the date of her expected labour.
I will now direct attention to some of the special points in the technique of this operation. The abdominal incision was made above the umbilicus for the greater part of its extent.
This incision in part opened into that of the first operation, but was prolonged upwards to a higher level. The length of the incision must depend on the size of the uterus, but it should be sufficiently long to permit the uterus to be eventrated without difficulty. The position of the incision should be regulated by the position of the uterine fundus. An incision 6 in. or 7 in. in length will usually be required and the greater part of this incision will be above the umbilicus. When the abdomen has been opened the uterus is at once eventrated and the abdominal incision temporarily closed by volsellie or long Kocher forceps, and covered by a towel wrung out of hot saline solution.
Another towel wrung out of hot saline solution is wrapped round the eventrated uterusleaving the fundus exposed-and is clamped by forceps along the posterior uterine wall. The lower edge of the towel is spread out on the cloths protecting the skin of the abdomen. This method effectually prevents any fluid, escaping from the uterus, entering the abdominal cavity. All this is done with the utmost rapidity and the towels and instruments required should be in readiness before the abdominal incision is made. I have always eventrated the uterus in performing Cmesarean section because I prefer to see exactly what I am doing, and to be certain that the uterine incision is in the middle line.
It is stated that eventration increases the shock of the operation, but I do not find that it does, if the precautions mentioned are taken. The uterus is kept warmll by the towel and there is no unnecessary handling of its peritoneal surface. The uterus is usually eventrated, after the child is extracted, for the purpose of suturing the uterine incision, and it is totally unprotected. Moreover, sponges or gauze require to be packed around the incision to protect the abdominal cavity from the ingress of liquor amnii or blood.
As already stated only the uterine fundus is left exposed and a mesial incision about 6 in. to 7 in. is made through the fundus, being prolonged 1 in. further downwards anteriorly, than posteriorly.
A sharp knife should be used, and care taken not only to make the incision in the middle line-taking the guide from the ends of the Fallopian tubes, but also to avoid puncturing the membranes. Enlarging the incision with scissors or, still worse, tearing, should be avoided, a sharp knife alone being used and the length of the incision gauged by the width of the fundus, from before backwards.
Tissues heal best when cut with a clean sharp knife. I should mention that the site of the former uterine incision was visible as a fine white line and tiny pieces of linen thread could still be picked off the surface of the uterus nearly three years after the first operation! The portion of the thread which had penetrated the uterine wall had become absorbed, whilst that lying on the peritoneal surface still defied or, may be, had escaped the leucocytic invaders. The union of the uterine wall appeared to be as near perfection as it was possible to attain.
After the fundal incision had been made the membranes bulged into the anterior half of the incision and the placenta was exposed through the posterior half. The hand was then inserted and the placenta rapidly separated from the uterine wall.
The assistant was now instructed to draw the two sides of the uterine incision apart, and I compressed the two sides of the uterus at its lowest part through the towel, and gently " milked " the uterine wall from below upwards, when the placenta and foetus contained in the unopened bag of membranes was shelled out of the uterus like a pea out of a pod. Whilst the assistant compressed the uterine incision I slit up the bag of membranes and liberated the child. After the child had breathed I clamped and cut the cord.
The uterine incision was sutured with through-and-through linen sutures and superficial catgut sutures. The uterus was then returned into the abdominal cavity, ,the omentum brought down and placed over the intestines behind the uterus, and the abdominal wall closed in layers. The patient made a smooth recovery, and her child, a male, has remained well.
Caesarean section is one of the most dramatic operations in surgery, but it becomes still more dramatic if it is done in the manner described.
There was very little haemorrhage from the uterine incision, and all soiling of the abdominal cavity was completely avoided. There was no escape of liquor amnii to deluge the patient, the operator or the assistant. The operator's gloves are not covered with vernix caseosa from handling the fotus, and the whole operation can be completed with a degree of cleanliness difficult to excel.
I do not claim originality in the making of a sagittal fundal incision, but in the method of extracting the placenta, membranes and contained foetus through this incision. A sagittal fundal incision has been advocated by Miuller' in Germany and Caruso' in Italy. I am surprised, however, that the advantages of this incision have not made a stronger appeal to British obstetric surgeons. It is incomparably superior to the transverse fundal incision of Fritsch, both on anatomical and physiological grounds, and is well worbhy of an extended trial in this country.
It is true that a high, and even a long, abdominal incision is required, but this is of little consequence provided the abdominal wall be accurately sutured; indeed, I am not sure if a high incision is not an advantage in avoiding the risks of a post-operation hernia. Through a sagittal fundal incision the surgeon at once commands the position of a placenta wherever situated; whilst sufficient advantage has not been taken of the fact that normally the fcetal membranes do not adhere to the uterine wall but are easily separable, so that the introduction of a bougie to induce labour is not difficult.
1 Muller, Centralb. f. Gyn., 1898 , No. 9, p. 225. 2 Caruso, Annali di Ob8tetrica Ginecologia, November, 1911 , p. 365, and 1912 The placenta, the greatest diameter of which is from 7 in. to 8 in., is inserted most frequently on the posterior uterine wall near the fundus. The placenta is stated to have been inserted on the anterior wall in 40 per cent. of Casarean sections. Sometimes the placenta is situated on one side of the uterus but seldom on the fundus.
Thus, in an overwhelming majority of the cases, a sagittal fundal incision exposes only'a small portion of the placenta with a correspondingly small loss of blood, and the hand of the surgeon inserted at once through the uterine incision can rapidly separate the placenta, which is the most effectual method of arresting haemorrhage. To advise that the surgeon who encounters the placenta under the uterine wound should burrow through it and then extract the footus-advice which is also given in the treatment of a complete placenta prsevia, approached through the cervical canal-is to expose the patient to the added risks of profuse hsemorrhage.
Rapid and complete separation of the placenta is the best method of arresting hmmorrhage, and is of the greatest advantage when dealing with a quick placenta in abdominal pregnancy. Slow or partial separation of the placenta causes profuse haemorrhage. * The absolute cleanliness of this method of COesarean section is one of its greatest advantages. It is freely stated that liquor amnii is an aseptic fluid, and that its entry into the peritoneal cavity does not matter; yet the majority of surgeons strive to prevent this peritoneal contamination. It seems to be forgotten that a fluid may be a chemical irritant although it be aseptic, and this, I believe, is true of the liquor amnii, and also that it causes post-operation abdominal pain and intestinal distension, and that blood produces a similar effect.
The so-called toilette of the peritoneum, a recognized step in the performance of C(sarean section, is not necessary where the fmetal sac is removed unruptured. The extraction of the child is easier through a sagittal fundal incision even if the surgeon has punctured the membranes, whilst the difficulty of extracting the child's head when the " waters" have drained away, and the uterus is firmly applied to the surface of the child, is lessened through the direct pull obtainable. Again, in septic cases where the membranes have ruptured, the sagittal fundal incision presents certain advantages. The uterus can be thoroughly irrigated through this incision and as an alternative to sacrificing the uterus continuous irrigation can be maintained through a utero-parietal fistula. The uterine fundus having been accurately sutured to the abdominal wall, continuous or interrupted irrigation of the uterine cavity from the fundus to the cervix can be more effectually employed than through any other uterine incision.
The Trendelenburg position is useful when operating on septic cases, in preventing uterine discharges from contaminating the peritoneal cavity.
THE SUTURING OF THE UTERINE WOUND. Recent discussions have shown the extraordinary divergence of opinion concerning the method of suturing the uterine wound. There will always be variations in method adopted by different surgeons but there are certain principles which form the foundation of efficient work. We will consider these principles as they affect:
(1) The incision; (2) the material used for suturing; (3) the method of suturing.
(1) The incision.-The incision should be in the middle line of the uterus and should be a clean cut made with a sharp knife. All tearing or bruising means delayed healing. Before being co-apted the cut surfaces should be carefully dried, all blood or clots being removed.
(2) The Material used for Suturing.-A slowly absorbing or a non-absorbable suture should be employed for the uterine wall. Such a suture acts as a splint, maintaining the edges in apposition during the subsequent contraction and retraction.
Many surgeons rely on catgut alone, but its rate of absorption is so variable that it is only a question of time as to how soon a disastrous result will follow its continued use. Moreover, the possibility, remote though it be, that the catgut may be infected when introduced, from faulty preparation or other reason, or again that it may become subsequently infected, militates against its universal applicability. The suture materials I recommend are either linen thread or silkworm gut, and catgut for sutures of apposition. For septic cases silkworm gut is to be preferred. Thus the catgut is fortified by a slowly absorbing or non-absorbable suture, and its premature absorption prevented from doing harm.
(3) The Method of Suturing.-The method of suturing is probably more important than the material used, and is, I believe, responsible for the production of unsatisfactory union of the uterine wound and the subsequent rupture of the uterus when exposed to the strain of pregnancy and labour.
When the uterine incision is examined it is seen that its superficial portion has retracted outwards and that the cut surface slopes from without downwards and inwards. If, then, it be sutured with a straight needle, which has been so often advised and practised, it is impossible to obtain a grip of the whole uterine wall, and thus the more superficial portions of the wall are alone co-apted, whilst the deeper are left to chance. The supporting sutures should be inserted in a large curved round-bodied needle. The needle should be large and curved in order that a grip of the uterine wall may be obtained from the peritoneal surface down to, but not including, the lining of the uterine cavity. It should also be round-bodied because it does not cause bleeding when inserted into the uterine wall, whereas a sharp needle cuts like a knife.
The needle, armed with thread or silkworm gut, should be inserted a quarter of an inch from the cut margin, being passed outwards so as to obtain a good grip of the uterine muscle, then inwards, missing the lining of the uterine cavity, and in the reverse order on the opposite side. To facilitate the introduction of the sutures the assistant should be instructed to hold the sides of the uterine incision by means of his thumbs and fingers in the manner adopted for controlling hbmorrhage; the cut surfaces of the uterine wall being thereby straightened a good grip of the uterine muscle is obtained. The sutures should be inserted at intervals of half an inch along the length of the incision. It is a good plan to insert and tie the suture at each end of the wound before passing the others These others are then passed and before they are tied all blood and clots are removed, care being taken that the whole thickness of the uterine wall on each side is brought into apposition.
TYING OF THE SUTURES.
This is a most important part of the Techniqu4e of this Operation. It must never be forgotten that a suture is only a splint; it does not unite the cut surfaces, it holds them in apposition until Nature supplies the glue. Without the assistance of Nature the efforts of the surgeon would be futile. For this reason a suture should be so tied that the opposing surfaces of the wound are apposed without being constricted, and in the uterus these surfaces should not be whitened, or, in other words, rendered anaemic by the constriction, nor should the suture be pulled tight on the assumption that by so doing hamorrhage is arrested. That nicety of adjustment, that apposition without constriction, which comes with practice and experience, is one of the highest developments of surgical art, promoting alike the healing of the wound and the future well-being of the patient. Nicety of adjustment is important in suturing a wound of the uterus, for both contraction and retraction continue for some days and thus sutures may become loosened or may cut out when they have been unskilfully applied.
Catgut sutures are next inserted to co-apt the peritoneal edges of the uterine AU--OBa * incision. A sufficient number should be employed to ensure accuracy of apposition along the whole line of the incision. Any sutures or methods of suturing that tend to cause inversion of the line of incision should be avoided, the object aimed at being union of the cut surfaces without inversion.
The importance of the placental site in predisposing to subsequent uterine rupture is difficult to estimate. The fact that the results from the Casarean operation are improving all over the world, suggests that improved methods of uniting the uterine wound are responsible, the position of the placenta notwithstanding. A sagittal fundal incision here again is of advantage, for the placenta is rarely implanted entirely on the fundus.
If the uterine incision be carefully sutured it will stand the strain of pregnancyeven repeated pregnancy. I have been enabled to prove this by inspection of the uterine scar in the living woman. In 1910 I performed the first successful Caesarean section for eclampsia gravidarum in this country.' The patient subsequently had two pregnancies, which, under careful treatment, passed off uneventfully, terminating in the birth of living children. Soon after her second confinement and five years after the COesarean operation she became suddenly ill, and was found to be suffering from an ovarian cystic tumour with twisting of its pedicle. I was again asked to operate, and on opening the abdomen found a large adherent ovarian cyst with a twisted pedicle. The cyst was successfully removed and I had an opportunity of inspecting the uterine incision.
The incision was firmly united and the silkworm gut sutures which had been used at the Caesarean operation were still ign situtl; as they had not caused any local irritation I did not remove them. Here, then, was a uterine incision which had stood the strain of two pregnancies without exhibiting any evidence of stretching or weakness.
The problem of suturing the incised uterus is similar to that of suturing the incised abdominal wall. In both, sutures of support and sutures of apposition are required, and the supporting sutures should be of a slowly absorbing or a non-absorbable material. It is only by attention to all these technical details that the Caesarean operation will be freed from complications both immediate and remote, and rendered as safe as any major surgical operation. This operation has no parallel in any other department of surgery, and it is our bounden duty to render every assistance to those heroic women who risk so much for the sake of their unborn child.
Discussion.-Dr. HERBERT SPENCER remarked that the wisest of men had said " there is nothing new under the sun," and certainly this method of performing Cesarean section was not new. It had some merits; but so many drawbacks that obstetricians, like himself, who had been acquainted with it for twenty-five years, had not been induced to employ it. As far as he (Dr. Spencer) knew, it was first performed and recommended by Fournier,2 of Amiens, in 1901; later, he published many cases. Fournier called the operation " enucleation of the human ovum," and drew attention, as Dr. McCann had done, to the ease with which the uterus expelled the ovum aided by slight pressure with the hands-as easily, he said, as a cherry-stone escapes when pressed by the fingers.
The advantage of the method was that it prevented soiling of the peritoneum and wound with the liquor amnii, which would render it suitable for a case in which toxins were being absorbed from a dead foetus.
The disadvantages were:-A long abdominal and uterine incision, delayed delivery of the child, which increased its risk; hmemorrhage when the placenta was separated; difficulty of removal of the placenta, if adherent; difficulty of removal of adherent chorion through a fundal incision, and especially the greater risk of intestinal adhesions to the fundal scar, which had led to fatal ileus in several instances.
For all these reasons he (Dr. Spencer) considered the fundal incision and enucleation of the ovum far inferior, in a routine operation, to the usual anterior incision in the body, which he agreed with Dr. McCann was superior to the incision in the cervix.
Dr. MCCANN (in reply to Dr. Spencer) said that he was not aware of the publication referred to by him, and that as far as he (Dr. McCann) was concerned this method of Cfesarean section was original.
Dr. Spencer appeared to be quite satisfied with the usual method of Caesarean section, but there was always room for improvement; indeed, in his (Dr. McCann's) opinion every surgical operation could be improved. Routinism was the curse of the medical profession, and new methods should receive at least a fair trial. The objections urged against this method of Caesarean section were easily overcome by a careful technique, and the possibility of intestinal obstruction from adhesion of the small intestine was less than after myomectomy. Dr. Spencer, however, saved the situation by stating his belief that in certain cases this method of CEesarean section would be useful.
He (Dr. McCann) claimed that a sagittal fundal incision was incomparably superior, both on anatomical and physiological grounds, to the transverse fundal incision of Fritsch. Following the latter several examples of rupture of the scar had been recorded, but he was not aware that any examples of rupture of the scar were recorded after a sagittal fundal incision. He (Dr. McCann) had not seen gaping of the incision during this operation, on the contrary the edges of the incision were pressed together during the uterine contractions and he thought this would be so when the incision was made accurately in the middle line. He (the speaker) did not advocate this method for every woman requiring the Caesarean operation, but he thought that it was a mnethod to be adopted in suitable cases. In the treatment of septic cases it offered obvious advantages and might be the means of preventing the sacrifice of the uterus. It was a method which was worthy of an extended trial, for the obstetric surgeon was able to unite the thick muscular wall of the fundus and so obtain a strong scar calculated to stand the strain of pregnancy and labour. It placed in the hands of the surgeon an alternative method of considerable value.
NOTE.-I have now read the two papers by Fournier in the Bulletin de la Soci*et d'Obstetrique et de Gynecologie de Paris (1901 and 1921) and find his technique is not the same. Fournier makes a uterine incision from the middle of the anterior surface to the fundus, and, to give his own words, "meme A la rencontre s'il le faut de la paroi posterieure." A sagittal fundal incision is an essential part of the technique I recommend for the reasons stated, and the placenta alone requires separation. Further, the description leads one to infer that there is unnecessary delay in opening the membranes after enucleation, and in liberating the child.
On Total Transposition of the Viscera and its Clinical Importance. By J. FORD ANDERSON, M.D., M.R.C.P. [ABSTRACT.] THIE author remarked that total transposition of the viscera is more than an "anatomical curiosity" and it deserves more interest from clinicians. There are many cases recorded, chiefly in America, where ignorance of the presence of the condition has led to wrong diagnosis and wrong treatment and even disaster. It is of special interest to obstetricians in its causation and diagnosis at birth. Cases are fairly numerous showing that total transposition and twins are allied abnormalities, both due to hereditary transmission; and Virchow's observation, made many years ago, was still valuable, that the vessels of the umbilical cord are wound from right to left instead of from left to right as is usual, and this is an indication of the position of the liver which, according to Serres, determines the " situs viscerum inversus." The importance of arriving at the frequency of the malformation is great,
